Objective To develop and test a model based on Bandura' s social cognitive theory to predict healthy lifestyle behaviors for the prevention of osteoporosis. Methods Participants were 354 girls, ages 8 -11 years, recruited from area Girl Scout troops. Baseline data from a randomized trial of behavioral interventions are presented. Measures of social support, knowledge, self-efficacy, dietary calcium intake, and weight-bearing physical activity (WBPA) were obtained via interviews and self-administered questionnaires. Results A structural equation model was tested and fit the data well. Family social support, perceived self-efficacy for eating a calcium-rich diet, and knowledge of WBPA significantly predicted calcium intake. Friend and family support for exercise predicted WBPA. Self-efficacy partially mediated the relationship between family support and calcium intake, as confirmed by Holmbeck' s post-hoc probing strategy (2002). Conclusions Suggestions are made for primary prevention interventions such as parent and peer involvement, health education, and problem-solving training.
Child Health and Development, 1999) . Unfortunately, 85% of girls between the ages of 12 and 19 do not meet the RDA of Ca necessary for developing the structure of strong bones, with a range of approximately 700 to 950 mg per day. Even more alarmingly, studies have found that more than half of young adolescent girls consume less than 500 mg of Ca per day (Eck & Hackett-Renner, 1992; Fleming & Heimbach, 1994; Miller, Kimes, Hui, Andon, & Johnston, 1991; Weaver, 1994) . This deficiency in daily dietary intake has been identified as an important public health concern.
Moreover, girls in this age range participate less frequently in weight-bearing physical activity (WBPA) than do their male counterparts, putting them at greater risk for the later development of osteoporosis (Centers for Disease Control and Prevention, 1998; McKenzie et al., 1995) . The recommended amount of WBPA for the prevention of osteoporosis has not yet been specified. However, as a general guideline, the recommended amount of physical activity for adults is 20 to 30 minutes per day based on the Surgeon General' s Report on Physical Activity and Health (U.S. Department of Health and Human Services, 1996) . Though the level of WBPA in children is not known specifically, recent studies have found that only 24% of girls ages 12 -21 years reported engaging in regular physical activity (U.S. Department of Health and Human Services, 1996) . A low level of moderate to vigorous physical activity also has been reported for third and fourth grade girls (9-and 10-year-olds) (Sallis, 1993) .
Despite growing knowledge of the importance of diet and exercise in the prevention of osteoporosis, very few studies have described the characteristics of children who engage in the behaviors necessary to prevent this condition, particularly for Ca intake. As an example, ninth graders who were aware of the protective benefits of a diet high in Ca had a significantly higher intake than those who were unaware of this information (Harel, Riggs, Vaz, White, & Menzies, 1998) . Additional research with children has found social support to be an important family determinant of physical activity (Melnick, Dunkelman, & Mashiach, 1981) , parents who are more physically active have more physically active children (Moore et al., 1991) . Michela and Contento (1986) found the primary determinant of whether children ate a food was whether the parent served it, providing evidence for the importance of family support for eating behavior. Selfefficacy is related to physical activity (Reynolds et al., 1990 ), but the relationship between self-efficacy and WBPA has not been studied. Self-efficacy for diet was significantly associated with children' s usual food choices in a large sample of third-and fourth-grade students (Parcel et al., 1995) .
This investigation examined a model to predict healthy lifestyle behaviors for the prevention of later development of osteoporosis among preadolescent girls. The relationships between social influences, self-efficacy, knowledge, and healthy lifestyle behaviors were examined with analyses based on Bandura's social cognitive theory 's predictions (1991) and findings with children and adults (Duncan & McAuley, 1993; Shannon, Bagby, Wang, & Trenkner, 1990; Slater, 1989) . According to Bandura (1982) , self-efficacy is the perceived capability to exercise control over one' s behavior; this concept has been hypothesized to relate both directly and indirectly to engagement in the target behavior. Additionally, social influences purportedly predict perceptions of self-efficacy as well as behavior.
In adult populations, converging evidence suggests that self-efficacy may function as a mediator between social influences and healthy eating habits, for example, to "choose appropriately" and "avoid overeating" (Duncan & McAuley, 1993; Shannon et al., 1990; Slater, 1989) . Self-efficacy mediates between friend (but not family) support and eating behavior (Shannon et al., 1990) . Additionally, knowledge mediates between social influences and self-efficacy in the prediction of health-related behaviors such as eating habits (Slater, 1989) . As both perceived self-efficacy and knowledge function as mediators in studies of the healthy lifestyle behaviors of adults, one of our goals was to determine if these relationships also pertain among children. Similar relationships were predicted, although family social influences were expected to be greater for children than for adults, based on children' s dependence on parents for access to food and support of exercise-related activities (see Baranowski, 1997) . Successful preventive interventions for conditions such as osteoporosis depend on identification of critical processes that affect key health outcomes. We intended this study to inform the design of targeted intervention strategies. We tested the following hypotheses using correlations before developing our initial model. First, we hypothesized that social support from friends and family was associated with preventive behaviors and self-efficacy beliefs (Melnick et al., 1981) . Self-efficacy was expected to mediate between social support and preventive behaviors (Duncan & McAuley, 1993; Shannon et al., 1990; Slater, 1989) . Second, we expected greater social support from friends and family to relate to higher perceived self-efficacy and greater knowledge of dietary Ca and WBPA. We expected knowledge to mediate between social support and self-efficacy beliefs (Slater, 1989) . Significant hypotheses will be further tested in a structural equation model.
Method Participants
Participants were 354 preadolescent girls. They were enrolled in the initial phase of a randomized, controlled intervention trial designed to prevent the later development of osteoporosis. The investigators' institutional review board approved the intervention study. Preadolescent girls between the ages of 8 and 11 years who had not yet undergone menarche were recruited for participation from the Girl Scouts of Lake Erie Council. The mean age of the girls was 9.37 (11 8-year-olds, 209 9-year-olds, 113 10-year-olds, 14 11-year-olds). The racial background of the sample was 84.2% Caucasian (n = 298); 10.2% African American (n = 36); 0.3% Hispanic (n = 1); 1.4% Caucasian/African American (n = 5); 0.8% Caucasian/Asian (n = 3); 1.4% other multiracial (n = 5); 0.6% Caucasian/ other (n = 2); 0.6% Caucasian/African American/other (n = 2); 0.3% Caucasian/ Hispanic (n = 1); and 0.3% Caucasian/Hispanic/other (n = 1).
To avoid potential confounding factors that might affect the outcomes for the interventions, we excluded girls who had medical conditions or were taking medications that could be associated with low bone mass from participation in the data collection portion of the study. The exclusionary criteria based on the past or present condition of the girls were as follows: (1) a history of cancer, (2) the presence of severe asthma requiring steroid treatment, (3) another medical condition that may have influenced bone development (e.g., Type 1 diabetes, juvenile rheumatoid arthritis), and (4) a known disorder of dietary behavior (e.g., anorexia, bulimia). Exclusionary status was based on the girl' s reports on a health history questionnaire. If siblings were in the same Girl Scout troop, only the older girls' data were included in the analyses. For twins, one girl was randomly selected. To mitigate any potential discomfort girls might experience due to being excluded, we allowed girls who did not meet the enrollment criteria to participate in the intervention programs and complete the assessments with their peers, although their information was not included in the analyses. Of the original sample of 436 girls, 42 were not eligible for participation based on the criteria for exclusion. An additional 40 girls were dropped from the data analyses due to missing data, as missing data were handled using listwise deletion to run the structural equation model. The excluded girls did not significantly differ from the study sample in race or age.
Procedure
Recruitment. Information about the project was distributed to leaders of troops in the Girl Scouts of Lake Erie Council area through their service unit directors and the council newspaper. Eligibility criteria included at least six girls between the ages of 8 and 11 enrolled in the troop. Service unit directors received information packets about the project to distribute to their area troop leaders. Thirtyeight interested troops contacted the council or the project coordinators, and 33 eligible troops were randomly assigned to one of three groups. This article reflects the baseline data from all three groups.
Parents were invited to a meeting to learn about the project. Upon visiting each troop, parents received packets containing a letter from the principal investigator, an information sheet describing the project, a letter of support from the chief executive officer of Girl Scouts of Lake Erie Council, a timeline of the project, and a consent form. The research assistant described the project briefly, and all questions were answered. The parents and girls were then invited to complete the assessment at the next Girl Scout meeting. Data Collection. After we obtained informed assent from the girls and written consent from their parents or legal guardians, research assistants and dietitians from the County Board of Health administered a baseline assessment battery. This study examines a subset of the variables measured at baseline.
Measures of Dependent Variables
Dietary Assessment of Ca. The average daily dietary intake of Ca (mg) was assessed with an interviewer-administered food frequency questionnaire (FFQ) previously developed by Musgrave, Giambalvo, Leclerc, Cook, and Rosen (1989) . This questionnaire covers 23 foods from the Healthy Diet Pyramid that are rich in Ca or vitamin D. The Ca level from the FFQ correlated between r = .73 and r = .84 with 4-day food intake records in a sample of adult women (Musgrave et al., 1989) . Ca scores were not skewed, so this variable was not transformed. WBPA Assessment. The hours of physical activity engaged in per week were assessed using an intervieweradministered questionnaire for children (Fontvieille, Kriska, & Ravussin, 1993; Kriska et. al., 1990) . The interview format of the questionnaire allowed the girls to report an unspecified number of WBPAs and non-WBPAs performed on a regular basis and adjusts for seasonal activities. For the purposes of this investigation, only total hours per week of WBPA were included in the analysis.
The original data were highly skewed and kurtotic; collapsing the data into the following clinically relevant continuous categories remedied this problem: no WBPA, a half hour or less, a half hour to 1 hour, 1 hour to 2 hours, 2 hours to 4 hours, and more than 4 hours of WBPA per week.
Measures of Independent Variables
Knowledge of Osteoporosis Prevention. We used two subscales from a 27-item questionnaire designed for this study to determine knowledge of risk preventive factors for osteoporosis and to assess knowledge of calcium-rich foods and WBPA. This self-administered questionnaire was based on previous versions with children (e.g., Parcel, SimonsMorton, O'Hara, Baranowski, & Wilson, 1989; Green, McIntosh, & Wilson, 1991) . The knowledge of Ca subscale consists of 10 items on high-Ca food choices (From each of the following pairs of foods, circle the food that helps build strong bones: e.g., turkey sandwich or cheese sandwich, carrots or broccoli, pretzels or yogurt). The knowledge of WBPA also consists of 10 items (Do these activities help build strong bones? e.g., swimming, soccer, watching television). The Cronbach' s alphas for the knowledge subscales were r = .54 for calcium-rich foods and r = .53 for WBPA. Self-Efficacy for Diet. A modified version of an existing self-efficacy diet questionnaire for children (Parcel et al., 1995; Sallis, Pinski, & Grossman 1988 ) was developed to measure children' s perceived capability to make dietary changes related to Ca intake (e.g., How sure are you that you can: ask your parents to buy calcium-fortified orange juice? drink milk instead of soda pop? add cheese to a sandwich to get more Ca in your diet?). Our goal was to measure children' s perceptions of their ability to choose foods high in Ca or to get their parents to choose or purchase foods high in calcium. Self-efficacy items were written to represent common food choices and behaviors that could potentially increase Ca intake in this age group, and the phrasing of the items corresponds to other measures of self-efficacy. The interviewer-administered questionnaire consists of nine items scored on a 5-point Likerttype scale (0 = not at all true to 4 = very true). Cronbach' s alpha was moderate at r = .66. A scree plot indicated a single factor, and an item analysis yielded factor loadings from .11 to .74. Dropping the two items with loadings less than .3 only increased reliability to .68, so we chose to retain all of the items. Self-Efficacy for WBPA. The Children' s Self-Efficacy Survey (Garcia et al., 1995) was used to measure children' s perceived capability to engage in exercise. Items were reworded to assess self-efficacy specifically for WBPA. This self-administered survey consists of seven items (e.g., How sure are you that you can: e.g., do a weight-bearing exercise? do some weight-bearing activity at least three times a week? put forth the effort required to do a weight-bearing exercise?) rated on a 5-point Likert-type scale (0 = not at all true to 4 = very true). Cronbach's alpha for general physical activity is reported to be r = .77 (Garcia et al., 1995) . Cronbach' s alpha in this investigation for WBPA was quite high at r = .90. Family Support for Exercise. A subscale from the Children's Physical Activity Questionnaire (CPAQ; Sallis et al., 1985 Sallis et al., , 1986 Sallis et al., , 1989 ) was employed to assess family support for exercise. This self-administered subscale consists of four items (e.g., Do your Mom and Dad encourage you to exercise? Do your Mom and Dad ever offer to exercise with you? Do your Mom and Dad take you to sporting events so that you can participate?) rated on a 6-point Likert-type scale (0 = never to 5 = more than two times per week). Cronbach' s alpha was moderate at r = .65. Friend Support for Exercise. A subscale from the CPAQ (Sallis et al., 1985 (Sallis et al., , 1986 (Sallis et al., , 1989 ) was employed to assess friend support for exercise. This self-administered subscale consists of four items (e.g., Do your friends ever exercise with you? Do your friends go with you to sporting events? Do your friends encourage you to exercise?) rated on a 6-point Likert-type scale (0 = never to 5 = more than two times per week). Cronbach' s alpha was moderate at r = .73. Table I presents the means, standard deviations, percentiles, and ranges for all the variables in the present investigation. The average Ca score was 1,372.40 mg (SD = 667.49) with 49.6% of the sample meeting the recommended daily allowance of 1,300 mg. For WBPA, girls averaged a total of approximately 2.5 hours per week with much variability in reported activity (SD = 1.99). On average, the girls reported engaging in 24 minutes of activity per day. A correlation matrix was generated that included each of the variables in the study (see Table II ). The bivariate relationships between the majority of independent and dependent variables were weak, while the relationship between Ca intake and self-efficacy for Ca intake was the strongest (r = .269, p < .01). Significant bivariate relationships were evident between Ca intake and family social support, knowledge of WBPA, and friend social support at the .05 level.
Results
With consideration of Bandura' s theory, previous em-pirical findings with children and adults, and significant correlations from this investigation, we constructed an initial model (see Figure 1) . A structural equation model was developed and tested using AMOS (Arbuckle, 1999) . The model reflects relationships between variables obtained at a common time period, baseline data for an intervention project designed for the primary prevention of the later development of osteoporosis among preadolescent girls. Examination of our initial model indicated that adjustments could be made to improve the match between the data and the model (χ 2 = 9.246, df = 14, p = .815, CFI = 1.00, TLI = 1.052, RMSEA = .00). To identify the sources of error in the original model, we eliminated paths that were not significant one at a time to find the most parsimonious model. First, we eliminated the path between friends' social support for exercise and knowledge of WBPA (a hypothesized mediating variable between social support and self-efficacy). Second, we dropped the path between friends' social support for exercise and self-efficacy for Ca intake (a hypothesized mediating variable between social support and behavior). Finally, we omitted the path between knowledge of WBPA and Ca intake. Table III contains the models' goodness of fit indices.
Our final model fit the data well (χ 2 = 15.467, df = 18, p = .63; CFI = 1.00, TLI = 1.022, RMSEA = .00). Bentler and Chou (1987) recommend CFI and TLI scores of greater than .90 as indicators of good fitting models. Browne and Cudeck (1993) state that an RMSEA of .00 is indicative of a model with an exact fit and recommend that models with an RMSEA of .08 or less and preferably .05 or less are good fitting models. Figure 2 shows the entire final model with the accompanying path coefficients. Overall, the structural model contains relatively weak influences on the consumption of dietary Ca, with path coefficients ranging from .11 to .25.
Hypothesis 1: The Influence of Social Support on Behavior With Self-Efficacy as a Proposed Partial Mediator
We hypothesized that social support for a healthy lifestyle from friends and family would be positively associated with engaging in regular WBPA and eating a high Ca diet (i.e., engaging in healthy lifestyle behaviors). Social support was expected to relate to self-efficacy beliefs that were then hypothesized to relate to engagement in the target behaviors. Once self-efficacy was added to the structural Osteoporosis Preventive Behaviors  equation model, the direct relationships between social support and the target behaviors should weaken. Selfefficacy, therefore, was expected to function as a partial mediator between social support and engagement in preventive behaviors.
As predicted for direct paths, family social support for engaging in healthy behaviors (i.e., exercising regularly) had a direct effect on WBPA (standardized β weight = .13, p = .031) and on Ca intake (standardized β weight = .13, p = .013). Additionally, friend social support was significantly associated with WBPA (standardized β weight = .18, p = .002). No significant relationship was observed between friend support and Ca intake.
For indirect paths, social support from family significantly predicted self-efficacy for Ca intake as expected (standardized β weight = .11, p = .026), and Ca self-efficacy significantly predicted dietary intake of Ca (standardized β weight = .25, p < .001) but not frequency of exercise. Friend social support was not significantly related to selfefficacy; moreover, a significant relationship was not found between self-efficacy for exercise and engaging in either of the targeted healthy behaviors.
Post-hoc probing of significant mediation effects was performed as recommended by Holmbeck (2002) to determine if the drop in the total effect (i.e., family support for exercise to Ca intake) is significant upon inclusion of the mediator (self-efficacy for Ca intake) in the model. This strategy indicated that self-efficacy did function as a mediator (z = 2.020, p < .05). (Note that p < .05 if the absolute value of z > 1.96 [Holmbeck, 2002] .) Thus, selfefficacy for Ca intake does function as a partial mediator of the relationship between family support for exercise and Ca intake.
Hypothesis 2: The Influence of Social Support on Self-Efficacy With Knowledge as a Proposed Partial Mediator
Preadolescents with greater social support from friends and family were predicted to have higher perceived selfefficacy for exercise and Ca intake. Social support was be-lieved to relate to greater knowledge of how to reduce the risk for the later development of osteoporosis; knowledge was then expected to relate to self-efficacy beliefs. Once knowledge was added to the model, the direct relationship between social support and self-efficacy was predicted to diminish. Therefore, knowledge was expected to function as a partial mediator between social support and self-efficacy for engaging in healthy behaviors.
For direct paths (as mentioned in the section on indirect paths), social support from family significantly predicted self-efficacy for Ca intake, as expected. Contrary to our hypotheses, family support was not related to selfefficacy for WBPA, and friend social support was not significantly related to perceptions of self-efficacy.
For indirect paths, family social support significantly predicted knowledge of WBPA, as expected (standardized β weight = .16, p = .002), and this type of knowledge significantly predicted self-efficacy for Ca intake (standardized β weight = .13, p = .014) but not for exercise. Family social support significantly predicted knowledge of calcium-rich foods (standardized β weight = .12, p < .018), but no significant relationships were found between knowledge of calcium-rich foods and perceptions of self-efficacy for engaging in either of the targeted healthy behaviors. Additionally, friend support for exercise was not significantly related to knowledge of calcium-rich foods or WBPA.
Once again, post-hoc probing of significant mediation effects was performed as a follow-up to the findings from the structural equation model (Holmbeck, 2002) . This post-hoc strategy was conducted to determine if the drop in the total effect (i.e., family support for exercise to self-efficacy for Ca intake) is significant upon inclusion of the mediator (knowledge of WBPA) in the model. This strategy indicated that knowledge of WBPA did not function as a mediator (z = 1.921, p > .05). Thus, knowledge of WBPA does not partially mediate the relationship between family support for exercise and self-efficacy for Ca intake.
Discussion
This investigation is one of the first within pediatric research literature to concentrate on health promotion with a prevention paradigm based on osteoporosis as a model condition. Our findings from a structural equation model were in accord with Bandura' s (1986) predictions of the relationships of social support and self-efficacy to healthrelated behaviors such as eating habits and in general agreement with correlates of eating behavior in adult populations (Duncan & McAuley, 1993; Shannon et al., 1990; Slater, 1989) . Preadolescent girls who reported higher perceived self-efficacy (this translates into having an easier time choosing high Ca foods) reported healthier eating habits (i.e., eating a higher Ca diet).
In contrast to the previous studies with adults (e.g., Shannon et al., 1990) , social support was directly related Osteoporosis Preventive Behaviors  to eating habits in our investigation. Specifically, support from family but not from friends was associated with eating behavior, demonstrating the continuing influence of parents on the health-related behaviors of preadolescents. This finding has developmental relevance for understanding family influences on critical health behaviors such as diet and exercise and hence should inform subsequent studies of predictors of health behaviors.
Also, as predicted based on models tested on adult populations (Slater, 1989) , greater knowledge predicted greater self-efficacy. And, finally, social support from family predicted perceived self-efficacy. Once again, this finding differs from the research with adult populations, as social support from friends but not family was related to perceived self-efficacy regarding maintaining a healthy lifestyle. The developmental context of our findings should be recognized; that is, the influence of parents on our sample of preadolescent girls should arguably be greater than for older adolescents for whom peer influence should be greater (La Greca, 1992) .
Our hypothesis of the mediational effect of self-efficacy on the relationship between social support and protective healthy lifestyle behaviors was supported through posthoc probing, as recommended by Holmbeck (2002) . Thus, social support from parents for living a healthy lifestyle is related to children' s beliefs that they can more easily engage in healthy behaviors; subsequently, children are more likely to adopt healthy habits. The mediating role of selfefficacy has previously been illustrated in studies of adult lifestyle behaviors (Duncan & McAuley, 1993; Shannon et al., 1990; Slater, 1989) . This study provided additional validity for self-efficacy as a mediator with a different population (children rather than adults) and a specific aspect of eating behavior (Ca intake). The mediational effect of knowledge of WBPA on the relationship between family social support and self-efficacy for Ca intake was not supported by the same post-hoc strategy. This illustrates the vital importance of post-hoc testing of mediational effects in pediatric psychology research to decrease the acceptance of false-positive conclusions.
Limitations
A number of potential limitations of this investigation should be considered. First, higher Ca scores on average were obtained for our sample than for other samples of young girls reported in the literature. For example, in a recent study by Weaver, Peacock, and Johnson (1999) , an average of 897 mg was found for girls 9 to 13; the older age range in their study may in part explain this discrepancy. Also, membership in a group such as Girl Scouts may be related to having a healthier lifestyle. An additional possibility is that children may overreport Ca intake on food frequency questionnaires, as found when this technique was used for fruits and vegetables (Domel et al., 1994) . Though the impact of our sample's generally higher Ca intake on our findings is unknown, approximately half of our sample was still below the RDA. Second, our sample consisted of primarily Caucasian girls, which limits the generalizability of our findings. However, our decision to study this population makes sense, as bone mass is lower in Caucasian than in African American children (Bell, Shary, Garza, Gordon, & Edwards, 1991) . Third, the use of single-respondent data for these analyses should be taken into consideration. Data collected from others such as parents and teachers would have increased the validity of our findings. Fourth, the structural equation model, while fitting the data well, identified only relatively weak influences on the consumption of dietary Ca, with path coefficients ranging from .11 to .25. However, these paths were hypothesized based on available research concerning predictors of eating behavior in adults (Duncan & McAuley, 1993; Shannon et al., 1990; Slater, 1989) , and the fact that many of these relationships were confirmed in another population with different outcomes suggests that our model may be promising. A potential contributor to these weaker relationships was the relatively low reliabilities of some of our measures, such as the subscales of Ca and WBPA knowledge. Expanding the knowledge measure to include other facets such as the benefits of dietary Ca or WBPA and the risk factors associated with the increased likelihood of developing osteoporosis may provide greater power to detect existing relationships. Fifth, our model identified fewer significant influences on the frequency of WBPA. Further research is warranted in this area employing different measures of level of WBPA and psychosocial variables (e.g., access to exercise equipment, perceived barriers to exercising). Sixth, our model identified significant direct and indirect paths between exerciserelated variables and diet-related variables. We propose that the nonspecific effects of influences on the adoption of a healthy lifestyle explain these relationships. Finally, the structural equation model was based on cross-sectional data, necessitating caution in the interpretation of causal influences. For instance, engagement in the target behaviors may influence the psychosocial variables; for example, consumption of dietary Ca may influence feelings of selfefficacy, rather than vice versa.
Future Research Directions
Our findings address the important need for studies that generate empirically sound and theoretically relevant data to identify variables likely to be effective targets of intervention. Further research to describe preadolescent girls who engage in the requisite behaviors to reduce the fu-ture risk of osteoporosis should be expanded to include other psychosocial variables related to exercise and diet habits. Among these are perceived barriers and benefits to engaging in the target behaviors and access to the appropriate equipment both for WBPA and Ca intake. With regard to the latter, a modified observation procedure used with studies of obese and nonobese families could be employed to measure storage of calcium-rich foods such as foods openly visible in the house, as well as foods in the freezer and the refrigerator (Terry & Beck, 1985) .
Future research efforts should also include data from parents to determine the degree of influence on their girls' preventive healthy lifestyle behaviors. Parent variables to consider include parental consumption of dietary Ca and frequency of WBPA (to measure their status as healthy role models), as well as parental knowledge of preventive behaviors, perceived self-efficacy regarding their ability to engage in such behaviors, and social support for physical activity.
And, finally, results from this investigation may provide guidance for the design of future interventions. Our findings suggest that intervention programs to increase healthy lifestyle behaviors among preadolescent girls should include the following components: (1) involvement of family members, particularly parents, for increased social support for engaging in these behaviors; (2) peer programs to enhance support from friends for being physically active; (3) health education to improve knowledge of WBPA for the primary prevention of osteoporosis; and (4) strategies for improving the ease at which preadolescent girls feel they can engage in healthy behaviors, such as problem-solving training to facilitate overcoming barriers to eating a calcium-rich diet (e.g., not wanting to eat cheese or milk because of avoidance of dietary fat). These strategies are being tested as part of an ongoing intervention program based on the theoretical principles of enhancing family social support, knowledge, and self-efficacy (Ievers-Landis et al., 2002) .
